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E 000! INITIAL COMMENTS . E 000 The preparation and execution of this plan of
i correction does not corstitute admission or
An abbreviated standard survey (KY15239) was agroement by the provider of the fruth of the
corniducted on April 19, 2071, The allegation was facts afleged or conchusions sct forth in the
substantiated. Deficient practice was identified statement of deficiency. This plan of correction
with the highest scope and severity af "D" level. is prepared and executed solely because it is
F 225 | 483.13{c)(1)(ig-1), (6)(2) - (4) F225 required by federal and state law,
58=0 | INVESTIGATE/REPORT - : . . . .
- ALLEGATIONS/ANDIVIDUALS 1. Ap investigatzon into the skin.tears experiended
‘ : by resident #1 has been completed, with findings
‘The facility must not employ individuals who have reviewed with the responsible party.
been found guilty of abusing, neglecting, of 2. An andit was completed by the DON/ADON] - 5/8/11
m's’heat”.‘:q residents by a court of faw, or h’?we of the last 2 weeks of skin assessments for all
had a finding entered into the Sfate nurse aide . d ine that all skin
registry concerning abuse. neglect, mistreatment .} CUSTeIIt residents to determine at all skin tear
| of residents or misappropriation of their property; ! brutses identified to be of unknown origin hav
i and repott any knowledge it has of actions by a | been investigated and reported as indicated.
ct:jur{ ?f ‘3V?[;i93in3ft an employee, which “fg”id 3. The licensed nursing staff have received
indicate unfiness for service as a nurse aide of . . o .
e R i - d
other facility staff to the State nurse aide registry m ser?we_ed,ucatlon on 'the Ocufnemamn’ .
or licensing authorities. imvestigation and reporiing of skin tears/bruise
determined to be mnjuries of unkmown origin as
The f‘?c:iﬁty must ensure that all alleged viclations provided by the Nurse Consultant, DON, and
involving F‘“‘!St'jeat“;e”t neglect, or abuse, ADON on 417, 421, 4123, 4/26, 427, 5/7.
including Injuries o unknown source and . 4. Weekly skin assessments will be reviewed 2
misappropriation of resident property are reporied . . )
1 immediztely fo the administrator of the facility and titnes per month by the ADON fo defermine that
1o other officials in accordance with State law all skin tears/bruises determined to be injuries
through established p_roce_dures {inciuding to the of unknown erigin have been investigated, and;
State survey and certificafion agency). reported in accordance with facility policy and :
The faciiity must have evidence that all alleged the regulatory requirements. The CQI indicator
violations are thoroughty investigated, and must ™ | for the monitering of the investigation and
prevent further polentiat abuse while the documentation of injuries of wrknown erigin
investigation is in progress. will be utilized monthly times 2 months, and
: N : then every 6 months as per the established COI
| The results of ali investigations must be reported ) da;y s esp © . R
to the administrator or his designated ; calencar.
representative and fo other officials in accordance |. '
with State law {nciuding o the State survey and ‘
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Any deficiency statement ending withén aste
other safeguands provide sutficient protection 17the patients.
foliowing the date of survay whether or not a plan of core
days following the date these documents are made avallal

program parficipation.

¥ () &noﬁas E detfiancy which the insfisfion may be excused fro
{See instructions,) Except for nursing homes, the findings stated above are disclesable 90 days
the above findings and plans & comeclion are disclosable 14

chion is provided. For nursing homes,
bis to the facilly. If deficiencies are cited, an approved plan of comection is requisite to continued
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certification agency) within 5 working days of the
incident, and ¥ the alleged violation is verified
apprapriate corrective action must be taken.

{ This REQUIREMENT is not met as evidenced
thy:
i Based on obsgervation, nterview, and record

review, the facllity failed to investigate and report
to appropriaie stafe agendies injuries of unknown
origin for one of three sampled residents {resident

-1 #1). Resident#1 received three skin tears from

February 16, 2011 to Aprit 13, 2011, however, the
facility failed o investigate the skin tears and
teport as injuries of unknown origin.

The findings include:

Review of the facifity policy "Resident Abuse," not
dated, revealed the facility would investigate all
events, such as suspicious bruising of residents,
for occurrences, patierns, and frends that may
have constituted abuse. All such events were tp
be monitored in accordance with the incident
documentation policy and protecol for
investigation of incidents of unknown origin.

Further review revealed alf alleged violetions were:

io be reported 1o the appropriate state agencles.

A review of resident #1 's medical record revealed
the resident was admitted to the facility on May

10, 2004. The resident's diagnoses included

Anemia, Hypertension, Ostecarthnifis, Chronic
Chstructive Pulmonary Disease (COPB), and
Dementia. :

A review of resident #1's quarterly Minimum Data !

Set (MDS) dated January 7, 2011, revealed
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facility staff had assessed resident #1 to requlre
total assistance of two staff persons for all
activities of daily living. In addition, staff noted the
resident had severe cognifive impairment.

Observation of resident #1 on April 18, 2011,
revealed staff was assisting the resident with
bathing in the whidpool wub. Skin tears, with
steri-stips in place, were observed on the
resident's Jeft elbow, left forearm and right
forearm.

A review of resident #1's 5Kin Assessments
conducted by facllity staff on February 16, 2011,
revealed resident #1 had a skin tear with
steri-strips in place on the Tight wrist. A review of
the facility Evenf Report investigations revealed
the facility had not conducted an investigation
related to the right wrist skin tear. A review of a }
skin assessmertt performed by facility staff
revealed resident #1-had a skin tear on the right
elbow with steri-strips in place. ‘However, a
review of the faciiity's Event Report investigations
ravezled facility staff had failed fo investigate the
ekin tear fo resident #1's right elbow. Further . ¢
review revealed on Aprl 13, 2011, facility staff
assessed resident #1 to have a skin tear on the
left forearm with steri-strips in place. However, a
review of the Event Report investigations jor
resident #1 revealed the facility had not
performed an inyvestigafion related o the left
forearm skin tear.

interview with cerfified nursing assistant {CNA) #1
on April 19, 2011, at 7:25 p.m., revealed i a CNA :
caused a skin tear or found a skin {saron a ' ; ‘ i
resident, the TNA was to nofify a nurse, Further o
interview revealed CNA #1 had nof taken care of i
resident #1 when a skin tear had occurred and :

! ‘ I
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was not aware how resident #1 had received any
of the skin tears.

Interview with CNA #2 on April 10, 2011, at 7.3
p.m., revealed if 2 CNA caused a skin tear or
observed a new skin tear, the CNA was fo report
the skin tear io a nurse. Further interview with
CHNA#2 revealed CNA #2 had never taken care
of resident #1 when a skin tear had occurred, nor
was the CNA aware of how resident #1 had
cbiained the skin tears.

interview with Licensed Practical Nurse (LPN) #1 |

on Aprit 18, 2041, at 8:01 p.m,, revealed when the
LPN was made aware of a skin tear by facility
staff the L PN was required to assess the skin
fesr, and interview facility siaff as to how the skin
tear, or any injury, had occwtred. Further
interview revealed the LPN would then documeni
the injury, including how the injury occurred, if
known, on an Event Report. At that time,
according to the LPN, intervenfions would be put

Jinto place fo prevent the gveni from happening
tagain. LPN #1 further stated the event would be

placed in the event report log, and the House
Supervisor wolld be responsible to evaluate the
event reperis and 10 assure a follow-up was
performad. Interview with LPN #1 furiter
revealed if a resident received an injury, such as
a skin tear, and facility staff was not aware of the
origin of the Injury, then the injury would be

| documented as an injury of unknown origin. LPN

#1 stated hefshe was unaware that injuries of -
untknown origin were required to be reporied to
the appropriate siate agencies, and that he/she

: did net have the responsibility of reporting.

Interview with LPN #1 further revealed the LPN
had provided care for resident #1 (date unknown)
when the resident had received a skin tear and

F225
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: the LPN had filled out an event report refated fo
: fhe skin tear, ~

! appropriate siate agencies.

Interview with LPN #2 on Aprit 19, 2011, at 4:37
p.m., revealed ¥ a skin tear was discovered or
ocourred during the provision of care to &
resident, if facility staff caused a skin tear, or if
the faciliity discovered an untreated skin tear the
PN was reqllired to assess the skin tear and il
out an event report. LPN #2 further staied the
event report was then placed into the event report |
log and the House Supervisor was responsible for
reviewing all events and assuring reassessment
was completed. Further interview revealed LPN
#2 had praovided care for resident #1 (date
unknown) and the resident had sustained & skin
tear. The LPN stated he/she did fill ouf an event
report for the skin tear at that fime. '

Interview with the House Supervisor {HS) on April
16, 2011, at 5:49 p.m., revealed the HS was
required to review all event reports fo assess for
interventions that could have been put in place, to
ansure the physician and responsible party were
notified, and to ensure facility staff assessad the
resident for 24 hours following the event.
Inferview further revealed if a resident had an
injury and the facility was not aware how the Infury
had occtrred then the injury weudd be noted as an
injury of unknown origin. Further interview i
revealed the HS was not aware if an injury of
unknown origin was raquired to be reported o
appropriate state agencies, and stated the DON
was responsible for reporting incidents to all
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